
State of California—Health and Human Services Agency Department of Health Services 
Medi-Cal Program 

MEDI-CAL REQUEST FOR INFORMATION 

ATTENTION: READ THIS SIDE FIRST


Notice date:____________________________________ 
Case number: __________________________________ 
Worker name: __________________________________ 
Worker number: ________________________________ 
Worker telephone number: ________________________ 
Office hours: ___________________________________ 
Notice for: _____________________________________ 

The information requested on the back of this form is needed to complete our review of your

continued eligibility for Medi-Cal benefits.


REMEMBER!!!

¯ Even if you are employed you may be eligible to receive Medi-Cal benefits.


¯ Receipt of Medi-Cal does not count against any CalWORKs time limits. 

¯ You do not have to receive CalWORKs to receive Medi-Cal benefits. 

IMPORTANT!!! 
¯ You may still be eligible if you are: 

O under the age of 21; 
O at least age 65 or older; 
O disabled; 
O blind; 
O pregnant;

O a parent or caretaker relative of a child (under the age of 21) who has at least one parent


either absent, deceased, incapacitated, or unemployed/underemployed; 
O have tuberculosis or receive dialysis; 
O living in a long-term care facility; 
O a refugee who has been in the country eight months or less; 
O receiving SSI benefits; 
O receiving CalWORKs benefits; or 
O eligible for special programs (i.e., TMC, QMB, percentage programs, etc.). 

If you have any questions or need more information about this form, call your eligibility worker whose 
name and telephone number are listed at the top of this form. 

IMPORTANT!

PLEASE READ THE OTHER SIDE OF THIS FORM.
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MEDI-CAL REQUEST FOR INFORMATION

WE NEED ONLY THE INFORMATION REQUESTED BELOW.


Income 

U	 A copy of the most recent pay stub or statement from your employer about your job (how much you are 
paid, how often you are paid, how many hours you work) for each of your jobs (if you have more than one) 
or a copy of your most recent tax return. This will help us decide if you are eligible for free Medi-Cal or will 
have a “share-of-cost.” 

U	 Your signed statement about your job (or jobs) if you do not get pay stubs and cannot get a statement from 
your employer (or employers). 

U Schedule C if self-employed. 
U Proof of unemployment or disability benefits—a copy of benefits stub or award letter.

U Proof of social security benefits received—a copy of paid benefits stub or award letter.


Income Deductions


U A copy of checks or receipts of child care, child support, alimony, or health insurance paid.


Personal or Real Property 

U A copy of vehicle registration (if more than one vehicle owned).

U A copy of your most recent bank statement (checking, savings account, etc.)

U A copy of life insurance policy, stocks, bonds, retirement account statement.


Information on Person(s) Requesting Medi-Cal 
(If you are an immigrant and don’t have a social security card or immigration documentation to give us, you may still qualify for 
emergency and pregnancy-related services.) 

U Social security number for:____________________________.

U A copy of your California driver’s license or a photo ID for:______________________________.

U A copy of immigration documentation or card (if card, a copy of both sides) for:______________________.


Residence


U Verification of your current address (rent receipt, utility bill, etc.).


Disability/Incapacity 

U Social security award letter for disability.

U Other proof that you have a physical, mental, or emotional disability that will last 12 months or more.

U Proof of incapacity—such as a doctor’s statement that you can’t work for at least 30 days.


Other


U ____________________________________________________________________________________


U Check this box if you think you or any family member receiving Medi-Cal is disabled.


We must receive this information by _______________. Otherwise, we may begin the process to stop 
your Medi-Cal benefits! (A prepaid self-addressed envelope is provided for your convenience.) 

HELP US TO KEEP IN TOUCH WITH YOU!


Call your eligibility worker if you have a change of address or telephone number.

(The name and telephone number are listed on the other side of this page at the top.) 
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